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Mr President and Gentlemen,?It has seemed to me that the report of this case might not be uninteresting, inasmuch as the rupture was produced mechanically, and the patient survived the accident for nearly a fortnight. There are also, I believe, some other points of interest in the case.
I first saw the patient in her tenth labour; the previous nine had all been easy. Pains had existed for nineteen hours, but had been very feeble and irregular. One hour before my arrival the membranes had been ruptured, and the forceps applied, without, however, bringing about any advance of the presenting part. On my making a vaginal examination, a brow presentation was felt, the occiput lying to the left side of the pelvis, and somewhat anteriorly. Since the child was living, and the membranes had been ruptured but one hour previously, and since the head was not engaged in the brim, it was considered that podalic version was the best treatment to be adopted. The patient having been deeply chloroformed, no difficulty was experienced in bringing down a foot into the vagina, the body of the child, however, did not revolve, the head remaining at the brim of the pelvis. Gentle and cautious pressure upwards on the head was then combined with traction upon the lower extremity, assistance being rendered at the same time by abdominal pressure, and version was completed. Unfortunately the child was still-born, some delay having occurred in the birth of the head, which was above the average size.
It was noticed that as the head escaped from the vulva, several large blood-clots immediately followed. Severe haemorrhage ensued directly afterwards, for which friction of the uterus through the abdominal walls was employed, ergotin injected subcutaneously, and a hot water intrauterine injection administered. While removing the afterbirth and using the hot water (which soon controlled the hemorrhage), it was noticed that a tear existed in the uterine wall to the left side, and somewhat anteriorly. The tear extended from what seemed to be the contraction ring, directly upwards, to not far from the fundus. From the tonic contraction of the uterine muscular fibres, the edges of the rent had retracted, leaving a wide gap into which a large part of the hand easily passed. Though the rupture involved the entire thickness of the muscular wall, the peritoneal covering was felt to be intact.
Shortly before the birth of the child, the patient's pulse was fairly good; after the haemorrhage occurred, and for two hours afterwards, no pulse whatever could be perceived at the wrist, and the patient presented the typical symptoms of profuse haemorrhage. Stimulants were administered by the mouth and subcutaneously, and a nutritive enema was given.
Twelve hours after delivery the general condition of the patient had much improved. The On looking at the preparation, it illustrated well the tendency of the rupture to take place in the lower segment of the uterus.
For though the lower part of the Bandl ring had been involved in the laceration, the rent ran mainly below this, and ran not merely perpendicularly but also transversely, so that in the anterior wall of the uterus the lower segment was torn through nearly half way to the right side. Bandl had shown that face presentations were among the conditions that rendered the uterus liable to this accident under its own efforts, and Dr Matheson's case showed how, in the effort to turn, it might be brought about artificially. Such a case would lead us to believe that where forceps fail to extract the child after the lower uterine segment has become markedly thinned, it will be safest for the mother to deliver by embryulcia.
Dr Freeland Barbour said that the seat of the rupture in this case was of special interest with regard to the disposition of the peritoneum on the pregnant uterus. Although the tear extended into the front wall, it was chiefly lateral?that is, over a part of the wall which was not covered with peritoneum. In the sections which he made of a case from the first stage of labour, the fact which struck him most was the absence of peritoneum at the sides of the uterus within the pelvis; while the peritoneum in front and behind of the uterus retained at the end of the pregnancy the relations of the nonpregnant condition, that at the sides was lifted up by the growing organ so as not to descend below the brim. They had thus a portion of uterus which was embraced by cellular tissue only, and if the tear took place over this area, it went into cellular tissue.
They had thus a satisfactory explanation of so-called incomplete rupture, and one which was more intelligible than that a tear should go through the muscular wall and stop short at the delicate peritoneum.
The President said this case illustrated the risks which were inherent to the operation of turning; they might perform the operation ninety-nine times out of a hundred without any incident to cause them anxiety. And the situation of the rupture in the specimen before the Society, but would remind him that the description in his paper was a clinical one?it described the rupture as felt by the hand within the uterus immediately after delivery, when strong retraction of the uterine muscle existed. The fact that there was no reason to suspect any unusual thinning of the lower uterine segment, and the fact of the child being alive, decided in favour of version as contrasted with embryulcia. Dr Barbour's explanation of the non-rupture of the peritoneal covering was very true, and was well seen when the post-mortem examination was being made.
